between 1 March and 31 August 1967. The data collected were those recorded on the forms used by the Medical Records Office to notify patients that a bed is available. Included were details of the age and sex of patients; the clinical specialty and consultant; in some instances, the nature of the intended operative procedure; the proposed date of admission; and the date of completion of the form. In addition, data were collected concerning patients who were notified by telephone or telegram, together with the date of any communication received from patients indicating that they would not be attending for admission as requested.
'irresponsible'. In a more limited study at Mansfield, Ward-McQuaid (1964) reported a non-arrival rate of 25 % among general surgical patients. However, in a subsequent study of male patients undergoing repair of inguinal hernia in the Mansfield hospitals (Morris, Ward, and Handyside, 1968) , the nonarrival rate encountered was less than 11 %. This apparently striking difference in behaviour between two groups drawn from the same population prompted further study of waiting list patients in this area. METHOD Data were collected in respect of waiting list patients, who were offered beds for elective surgical investigation or treatment at King's Mill Hospital 1Requests for reprints should be addressed to Dr. D. Morris, Sheffield Regional Hospital Board, Old Fulwood Road, Sheffield S1O 3TH. between 1 March and 31 August 1967. The data collected were those recorded on the forms used by the Medical Records Office to notify patients that a bed is available. Included were details of the age and sex of patients; the clinical specialty and consultant; in some instances, the nature of the intended operative procedure; the proposed date of admission; and the date of completion of the form. In addition, data were collected concerning patients who were notified by telephone or telegram, together with the date of any communication received from patients indicating that they would not be attending for admission as requested.
During the six-month period under consideration, 2,104 forms were prepared, requesting attendance for admission of patients in the specialties of general surgery, gynaecology, E.N.T. surgery, and ophthalmology. This total does not include 25 patients whose notifications were cancelled before the intended day of admission; but it does include 50 patients who attended for admission as requested, and were sent home because they were unfit for operation or because no bed was available for them. The 2,104 forms concerned 1,904 patients, of whom 160 were sent for twice, and 20 were sent for three times during the study. Because others of the 1,904 may have been sent for once or more prior to the commencement of the study, no attempt was made to differentiate between patients according to the number of times they were offered beds. In the presentation of the results, the number of 'patients sent for' will be considered as 2,104. Of this total, 373 patients did not attend for admission, an overall non-arrival rate of 17T7 %. RESULTS Table I shows the distribution by age and sex of the patients concerned. The proportion who did not attend was slightly higher in women than in men, but the overall difference in behaviour between the sexes was not statistically significant (x2-0-629; P >0-25). In both sexes together, the nonarrival rate was high among young adults, sufficient to produce a significant irregularity in the joint distribution (x = 17-420; P <0-025).
AGE AND SEX
The nature of the data collected does not permit a more detailed consideration of these patterns. The relatively high non-arrival rates among young adults may be attributable, in part, to the potentially less serious nature of the illnesses they suffer; and factors which would prevail among young women are menstrual activity and the pressure of domestic commitments.
TIMING OF ADMISSIONS
The secular pattern of non-arrivals is shown in Table II . There is a small increase in the rate for the of the variation in non-arrival rates associated with different operations is not characteristic of the operations themselves, but, in keeping with the findings of Grundy et al. (1956) , reflects the delay before operation.
AMOUNT OF NOTICE GiVEN Table VIII shows the non-arrival pattern associated with various amounts of notice given to patients concerning their admissions. In calculating the notice given, it has been assumed that the letters of notification were received by the first postal delivery on the day after they were posted. The 'amount of notice given' is the number of days between this assumed receipt of notification and the requested time of admission. There is a general decrease in the non-arrival rate as the amount of notice given increases, until the last group, of patients given more than seven days notice, when the nonarrival rate suddenly increases. Lest the high rate in this last group be construed as an illustration of the pointlessness of giving patients too much notice of admission, it should be explained that this group contained disproportionately large numbers of patients who, for reasons already demonstrated, might be expected to exhibit high non-arrival rates. Thus, 42-7% of this group were women aged between 15 and 34, as compared to 17-3% of the patients given seven days notice or less; 17-1 % of this group were asked to attend for admission at holiday periods, as against 8-5% in the remainder of the study group; and 74-4% were recorded as undergoing operations whose associated non-arrival rates (Table VI) exceeded the overall mean of 17-7 %, compared to 41-3 % ofthe remaining patients. The differences between these proportions are statistically significant at 0-1 %, 1-0%, and 0-1 %, respectively. The downward trend in non-arrival rates with increasing notice, when the group given more than seven days notice is excluded, was examined using the regression technique described by Maxwell (1961) ; a highly significant linear association was found between declining non-arrival rates and increasing amounts of notice given (p < 0-005).
CONSULTANTS
Another area in which substantial variations in the non-arrival rates were encountered related to the consultants responsible for the care of the patients; these variations are shown in Table IX . Since the clinical specialty does not appear to have any bearing upon the non-arrival rate, the differences between consultants, which must be considered in attempting to account for their non-arrival patterns, are the amount of notice which they give to patients and the structure of their patient populations. The marginally significant differences in the non-arrival In order to eliminate the possibility of the patients' ages affecting the non-arrival rates for the consultants, the data were standardized by the age and sex of patients, and also by the patterns of amount of notice of admission given by the consultants. The observed numbers of non-arrivals for the two groups of consultants were expressed as percentages of the 'expected' numbers thus derived, to give the 'stan- Significance of differences between ratios P <0-01 P <0-01 p >0-10 dardized non-arrival ratios' shown in Table XII ; also given are the 'crude non-arrival ratios' derived from the overall pattern of non-arrivals. The differences between the ratios for the two groups of consultants were tested, using the technique described by the Registrar-General for the comparison of standardized mortality ratios (General Register Office, 1967 When the data are standardized by the amount of notice given, however, the difference between the non-arrival ratios is not statistically significant. In this situation, there is no evidence to suggest that the ratios are different, and if this is attributable to standardization by the amount of notice given to patients by the consultants, it is highly probable that this factor is of considerable importance in relation to the pattern of non-arrivals. Of the other factors which affect the non-arrival rates, and may account for the residual difference between the non-arrival ratios, one which must be considered again is the length of time spent by patients on the waiting lists. The Hospital Activity Analysis data used to prepare Table VII were also used to construct Table XIII, which shows the distribution of waiting times before admission for patients under the care of consultants in the two groups. Once again, the patients covered by Table  XIII do not correspond to those in the study, but the data suggest that those consultants whose nonarrival rates are low are better able to reduce the delay for patients before admission.
The amount of notice given to patients is also of importance in relation to the replacement of patients who indicate that they will be unable to attend for admission. Of the 373 patients who did not attend for admission in the present study, 195 (52%) so (1) the age of the patient; (2) the length of time spent by the patient on the waiting list before a bed becomes available;
(3) the timing of requested admission, particularly in relation to holiday periods; (4) the amount of notice of admission given to the patient.
Within the system of admission of waiting list patients which appears to be prevalent in British hospitals, the first two of these factors are not amenable to control by hospital authorities. The effects of the third could only be mitigated by avoiding elective admissions at holiday periods and accepting an even greater wastage in the utilization of in-patient resources. It may be possible, however, to circumvent the influence of all three factors by modification of the admission procedures.
The fourth factor, the amount of notice given to patients, is directly controllable by the hospital authorities. 'The efficient use of beds in acute hospitals inevitably entails that some patients must be called into hospital at short notice' (Institute of Hospital Administrators, 1963) ; but the numbers of such patients may be minimized by increasing the amount of notice routinely given. Accepting that, when patients indicate their inability to accept offers of in-patient accommodation, their replacements are given shorter notice, the replacements can be given notice of three or four days if it is customary to give notice of five or six days to the patients who are called first. The patterns of amount of notice given in the present study indicate that some of the consultants concerned endeavoured routinely to give their patients four days notice or more; but others considered two or three days to be quite sufficient. The amount of notice given did not appear to bear any relationship to the demands of practice in the various clinical specialties, so that it would be possible for some of the consultants to modify their current procedures.
The overall pattern of notice given to patients in the present study was not unusually short. The Institute of Hospital Administrators (1963) At the time of preliminary communication, they could be asked whether or not they will be able to attend for admission; patients declining, or failing to reply, could then be replaced without difficulty.
Neither this technique, nor any other, can guarantee that all waiting list patients will attend for admission as requested. The intercurrence of colds and accidents would prevent the arrival of a few who had previously indicated their intention to accept the offered bed. But it is probable that some preliminary notification would reduce the nonarrival rates. In the present study, 72 male patients with inguinal hernia were given between one and seven days notice of admission (mean, 4.18 days) without any preliminary communication; the nonarrival rate was 27-8%. In the previous study of hernia patients in the same population (Morris et al., 1968) , preliminary communication was an incidental part of the methodology, all patients being circularized some three weeks prior to admission, and all being given six or seven days notice of admission; the non-arrival rate was 10-6%. The earlier study involved male patients who were slightly younger, but on the basis of available data the two groups studied appear to have been similar in all other respects. While other, unrecognized factors may have contributed to the lower non-arrival rate in the earlier study, the statistically significant difference (p < 0001) between the behaviour of patients in the two studies must be attributed, in some measure, to preliminary communication and longer notice of admission. SUMMARY A study is described, investigating some of the factors which may account for the failure of waiting list patients to attend for admission when offered beds. The factors which are considered to be of importance are the age of the patient, the time he spends on the waiting list before admission, the coincidence of admissions with holiday periods, and the amount of notice of admission given to the patient. Possible methods of reducing the numbers of patients who fail to attend for admission are discussed.
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